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Abstract
Background: Advance care planning (ACP) is a process to support patients in understanding and
expressing their future medical wishes. Despite evidence supporting the benefits of ACP there
remain a number of barriers limiting uptake of this important practice. Absence of advance care
planning places patients at risk of receiving care misaligned with their values, goals, and
preferences as well as increased patient and family distress at end-of-life. Purpose: This quality
improvement (QI) project addressed provider knowledge, and patient awareness and level of
engagement in the advance care planning process in an effort to increase the frequency and
efficacy of ACP within a primary care setting. Methods: Under the framework of the
Transtheoretical Model this QI project implemented three synergistic interventions. A staff
education session included a PowerPoint presentation and introduction of the PREPARE
website, an interactive ACP decision tool. The practice intervention included adults 30 and older
scheduled for annual physical or Medicare wellness visits within a New England family practice.
Emailed invitations advised patients ACP would be discussed at their upcoming appointments.
During the visits ACP was explained and patients were introduced to the PREPARE tool.
Measurable outcomes included percentage of staff participation in educational intervention,
number of encounters with ACP billing codes, and mean score of the 9-item Advanced Care
Planning Engagement Survey (ACPES). Number of ACP billing codes were measured three
months pre/post intervention. Pre/post intervention mean ACPES scores were analyzed with a
paired t test. Results: 50 patient participants took part, 20 completed the post intervention
ACPES. No change in frequency of ACP billing codes was noted. There was statistical
significance that interventions increased patient ACPES scores (paired t(19)=2.09, p=.02, with
pre intervention mean score of 3.66 (SD=0.94), followed by post intervention mean score of 4.08
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(SD=0.68). Conclusion: A multilevel approach to address ACP barriers has been found to
improve patient engagement in ACP. Future interventions should continue to build upon
methods of staff and patient education as well as seek to improve systems level barriers.
Keywords: advance care planning, advanced directive, primary care, intervention
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Improving the Frequency and Efficacy of Advance Care Planning in Primary Care
Introduction
Advance care planning has long been shown to improve outcomes for patients, families,
and the healthcare system. In this unprecedented time of global pandemic the need for advance
care planning has never been more evident. Unfortunately, a wide variety of barriers impede the
uptake of advance care planning and place patients at risk of receiving care misaligned with their
healthcare values, goals, and preferences. It is therefore prudent, now more than ever, to
implement evidenced based interventions to bridge this gap.
Background
The basis of advance care planning derives from the concept of patient autonomy, the
right of patients to make healthcare decisions for themselves, a core concept within patientcentered health care. Advance care planning (ACP) is a process to support patients in
understanding and expressing their future medical wishes. The purpose of advance care planning
is to ensure patients receive care aligned with their values, preferences and goals (Sudore et al.,
2017a). Advance care planning supports adults at any age or stage of health and includes several
key components: identifying values, choosing a health care proxy, discussing values and
preferences, and formal documentation of healthcare wishes through documents commonly
called advanced directives (Sudore et al., 2017a; Sudore et al., 2017b).
The benefits of effective advance care planning impact patients, families, and society at
large. Studies have shown advance care planning increases the likelihood of patients receiving
care congruent with their preferences (Houben et al., 2014). This is especially pertinent for those
seeking less aggressive treatment, as American medical culture is one in which aggressive
treatments are the standard of care (Benson & Alrich, 2012). Studies have found advance care
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planning can protect against invasive, costly, and often futile procedures, reduce hospitalizations,
reduce family member anxiety, improve patient and family member quality of life, and may
reduce healthcare spending (Conroy et al., 2009; Kernick et al., 2018; Nicholas et al., 2011;
Wright et al., 2008).
The issue of advance directives stepped into mainstream with the passing of the Patient
Self Determination Act (PDSA) of 1990, a federal law requiring healthcare facilities to inform
patients of their rights to make informed healthcare decisions and provide education on selfdetermination and advanced directives (Teno et al., 1997). Within the past few decades experts
have come to appreciate advance care planning as less of a means to complete advance directive
documents, and more of a process that occurs on a continuum and changes with the patient’s
changing health state (Sudore et al., 2017a). Strong encouragement for the advance care planning
process has come from The Institute of Medicine’s (IOM) (2014) Dying in America, which
recommends all individuals have the opportunity to actively participate in making informed
healthcare decisions before catastrophic events occur. It also charges clinicians and healthcare
organizations to create standardized policies to improve advance care planning in all health care
settings. As a result of the IOM (2014) recommendations, the Centers for Medicare and
Medicaid Services began reimbursing for advance care planning in 2016 as an incentive to
support interventions that improve shared decision-making and reduce utilization of unnecessary
medical services.
Given the breadth of benefits and the system-wide support of advance care planning it is
therefore surprising that the number of American adults partaking in advance care planning is
consistently low. An estimated 21% of US adults had an advance directive prior to the PSDA in
1991 (Teno et al., 1997). A systematic review of studies published between 2011-2016 found
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that the rate has increased to 38%, nearly double but still a minimal increase given the length of
time and strong system supports conducted in support of this initiative (Yadav et al., 2017). A
study analyzing more recent data from a survey of over 7,000 US adults found that only 26% had
an advance directive, echoing these consistently stagnant and dismal findings (Rao et al., 2014).
The COVID-19 pandemic has provided an abundance of heartbreaking anecdotal
evidence highlighting the need for advance care planning. Current events are now requiring
patients of all ages, their family members, and healthcare providers to make urgent end of life
decisions amidst a chaotic and unprecedented healthcare landscape. The healthcare wishes and
desires of those affected with this virus are often unknown or poorly communicated due to lack
of ACP discussions and documentation.
A number of studies have sought to identify causes of the poor uptake of advance care
planning. Common barriers found among clinicians include limited time, training, education and
confidence, as well as concern of causing patients anxiety or loss of hope (Abu Al Hamayel et
al., 2019; Howard et al., 2018; Risk et al., 2019; Solis, Mancera & Shen, 2018). Patients and
providers expressed confusion over who is responsible to initiate advance care planning
discussions, and concern about the impact discussions may have on relationships. (Abu Al
Hamayel, 2019; Howard et al., 2018; Risk et al., 2019; Solis, Mancera & Shen, 2018). Patient
associated barriers include limited knowledge, complexity of documents, perceived irrelevance,
poor health literacy, and mistrust of the healthcare system (Abu Al Hamayel, 2019; Risk et al.,
2019; Solis, Mancera, & Shen, 2018). Systems level barriers were found to include confusion on
document requirements, difficulties accessing documents within medical record systems, and the
inability to transfer ACP records across care settings (Howard et al., 2018; Risk et al., 2019).
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Due to the large number of barriers associated with advance care planning the
opportunities to affect change are numerous as well. Research has found enablers of advance
care planning include public engagement, attitudes of healthcare providers, support of provider
capacities, integrating advance care planning into workflows, system and policy supports
(Howard et al., 2018). While this diversity provides many options for areas of improvement it
also makes eliciting a clear intervention overwhelming. In order to tackle this challenge and
solidify advance care planning into standards of care, healthcare providers must begin utilizing
evidenced based, strategic, intentional interventions addressing the multiple level barriers.
Problem Statement
Lack of advance care planning places patients at risk of receiving care misaligned with
their values, goals, and preferences as well as increased patient and family distress at end-of-life.
This results from a variety of barriers at the provider, patient, and system levels of care including
lack of provider knowledge, limited patient awareness, and time constraints. This quality
improvement project implemented a provider ACP education intervention and use of the
PREPARE decision tool in order to address provider knowledge, patient awareness and patient
level of engagement in the ACP process in an effort to increase the frequency and efficacy of
ACP within the project site.
Organizational “Gap” Analysis of Project Site
The project site was a nurse practitioner owned and operated family practice in western
New Hampshire. The site’s standard of care for advance care planning was an expectation that
ACP discussions occur during Medicare Wellness visits and with the use of printed handouts of
Advance Care Planning Guide, available through the Foundation for Healthy Communities
(Appendix A). Patients were provided handouts by medical assistants at time of rooming,
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providers discuss the handout with patients and encourage the completion of advance directive
documents, and offer the services of an on-site notary public. The site had not previously
provided any one-time or annual ACP staff education.
The site’s standard of care was very limited to whom and when advance care planning
discussions occur. Recommendations support frequent clinician-led conversations with adult
patients at any stage of health about their end-of-life goals and values (Institute of Medicine,
2014). Limiting ACP discussions to Medicare Wellness Visits only ignores the large population
of adult patients not eligible or receiving Medicare benefits. Furthermore, research finds those
with lower socioeconomic status are less likely to complete formal ACP than those of higher
standing (Carr, 2012). This finding is relevant for the project site, which serves many low
income and uninsured patients.
Review of the Literature
A search of literature regarding interventions aimed at improving advance care planning
within a primary care setting was conducted utilizing the key terms “advanced care planning”,
“advance directives”, “primary care”, “end of life discussions”, “interventions”. The use of
Boolean operators “OR” and “AND” were utilized within the search. Inclusion criteria include
studies published in English, from 2014 through present. The following lists databases and
corresponding number of search results: CINAHL Complete, 96; PubMed, 143; Cochrane, 390;
University of Massachusetts Amherst Library Discovery Search, 58. A review of relevant article
reference lists was also completed. Studies focused on pediatric, specific patient populations, or
non primary care settings were excluded. Results were narrowed first by title, then abstract
review.
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A total of twelve articles were included in this review selected for their relevance to
advance care planning interventions of provider education, decision aids, or complex
interventions as well as their level of evidence as graded through use of Johns Hopkins Nursing
Evidenced-based Practice Rating Scale (2005). Three Level I articles, focused on two studies
were included. Two Level II systematic reviews were included. Four Level III articles were
included, two qualitative studies and two systematic reviews. Two Level IV studies were
included, one of which though published in 2014 provides a comprehensive collection of
decisions aids not found in published literature. Finally, one Level V literature review was
included.
Multilevel ACP Interventions
Research seeking to understand ACP best practices has found a range of interventions
applied at patient, provider, and system levels (Jimenez et al., 2018; Myers et al., 2018; Risk et
al., 2019; Solis et al., 2018). This is not surprising, given the wide variety of barriers impeding
ACP uptake, as previously discussed. Numerous studies suggest that multifaceted interventions
addressing the complexities of ACP and its associated barriers may provide the most positive
impact. Solis et al. (2018) noted that the use of a single approach intervention did not yield
impact of ACP discussions or the completion of advance directives. Indeed, the experimental
studies included in this review both suggest impact of their tested interventions may be enhanced
when accompanied with clinician or systems level interventions (Holland et al., 2017; Lum et al.,
2018; Sudore et al., 2017c). Risk et al. (2019) noted that literature found that while interventions
were applied to intentionally address known barriers, the complexities between barriers was
often overlooked. Because of this some argue a multilevel approach to interventions is most
effective (Myers et al., 2018; Risk et al., 2019).
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Education and Knowledge as ACP Barriers
Lack of ACP education or knowledge is a patient and provider barrier well supported in
literature (Abu Al Hamayel et al., 2019; Howard et al., 2018; Risk et al., 2019; Solis, Mancera &
Shen, 2018.) A survey of primary care physicians and health professionals found lack of
knowledge regarding legal status of ACP documents and limited skill in eliciting patient values,
beliefs, and end-of-life preferences as self-reported ACP barriers (Howard et al., 2018). Jimenez
et al. (2018) found limited patient awareness and preparedness as key barriers to initiating ACP
discussions, this is echoed in Howard et al.’s (2018) survey.
To address these barriers educational interventions directed at patients and providers on
multiple occasions was found to be more impactful than single audience, one-time interventions
(Jimenez et al., 2018). Furthermore, interventions utilizing methods other than only written
material, such as those combing computer, video, and discussion elements, were found to be
more successful in supporting communication between patient and health care proxies, as well as
increased advance directive completion (Jimenez et al., 2018).
ACP Decision Aids
Decision aids can provide a structure for both patients and providers to initiate, discuss,
and work through the key components of advance care planning (Butler et al., 2014). There are a
wide variety of ACP decision tools, yet many of them have not been scientifically studied (Butler
et al., 2014). Of those reported upon within the literature, a large portion are focused on the
general older adult population (Oczkowski et al., 2016) though unfortunately, few are widely
available without cost or formal training, limiting their applicability (Butler et al., 2014; Myers et
al., 2018). For these reasons, literature is unable to support one clear “best” tool.
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Systematic reviews of decision aids have found them to improve frequency of ACP
discussions (Oczkowski et al., 2016). They have been shown to increase knowledge about ACP,
advance directives, treatment options, and goals of care (Cardona-Morell et al., 2017; Jimenez et
al., 2018; Oczkowski et al., 2016). While rarely measured, they may also improve the
concordance between care desired and care received (Oczkowski et al., 2016).
One recent randomized control trial testing PREPARE, an ACP decision aid website,
found that its use increased completion of advance care documents to 35%, an increase greater
than the 25% with use of an easy to read advance directive alone (Sudore et al., 2017c). More
importantly, the same study found that PREPARE enhances patient engagement in the process of
ACP, not simply the ACP component of advance directive completion (Lum et al., 2018).
A different pilot study evaluated the feasibility and acceptability of nurse-led ACP
interventions using four different decision tools, one of which was PREPARE (Holland et al.,
2017). While the study did not measure differences between the decision tool groups, all study
group arms found their use feasible and had high levels of patient and staff satisfaction,
suggesting the use ACP decision aids are acceptable to staff and patients. While not a focus of
the pilot study, incidental findings found that 85% of patients who participated completed or
updated an advance directive document, which provides hope a more rigorous study may bode
similar results (Holland et al., 2017).
Time as an ACP Barrier and Enabler
The importance of time was a theme within the ACP literature. The issue of lack of time
is often ranked as the number one physician level barrier to ACP (Howard et al., 2018; Solis et
al., 2018). One study suggests an increase in ACP resources for providers and families may
lessen this (Howard et al., 2018). An unexpected view of time as an enabler was discussed in
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multiple articles. Holland et al. (2017) voiced balancing ACP interventions between the patientdriven needs of time constraints with time for reflection of values and preferences with family
and health care proxy – a key aspect of the ACP process. A qualitative interview of older adults
found a desire to consider their own values and preferences before including family members in
discussions (Abu Al Hamayel et al., 2019). Solis et al. (2018) found literature suggesting
providing patients with educational material before an encounter was a way to address both
physician and patient level barriers. Other articles also referenced this methodology in ACP
studies (Abu Al Hamayel et al., 2019; Lum et al., 2018; Sudore et al., 2017c).
Current literature regarding advance care planning in primary care settings is comprised
of more systematic reviews than experimental studies. These reviews found low quality evidence
overall and recommend a wide variety of interventions to address known barriers, unfortunately
a single best method to improve advance care planning has not yet been found. Recent
experimental studies have focused on the use of decision tools such as PREPARE, to aid in the
process of ACP, with positive result. Multilevel interventions are recommended over those
focused on a single barrier, yet there is room for future research as to how barriers and
interventions interact with one another to impact the uptake of ACP.
Evidence Based Practice: Verification of Chosen Option
Based upon the evidence found within this literature review this quality improvement
project implemented three synergistic interventions with a focus on education, decision tools,
and time. First, a staff education session incorporating the ACP educational content was
provided to site staff. Next, in an effort to capitalize on time as an enabler, a letter with a
hyperlink to the PREPARE website was sent electronically to all eligible participants advising
them ACP discussion would be incorporated into their upcoming visit. Finally, given it’s ease of
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availability, studied feasibility as well as patient and staff satisfaction, the PREPARE tool was
introduced into ACP discussions during the scheduled visit.
Theoretical Framework
This project was framed around the Transtheoretical Model (TTM), which focuses on the
six stages of change individuals go through when making behavioral changes (Prochaska &
Velicer, 1997). The first phase of precontemplation is one in which individuals are unaware or
not acknowledging there is need for behavior change. Contemplation refers to the phase in
which the problem is acknowledged but an individual is not yet clear if they are ready or how
they want to address it. Preparation/ Contemplation is the phase in which the individual is ready
to make a change and seeks information about ways to do so. Action phase occurs when
individuals believe they have the ability and take steps to change behaviors. The following stage,
maintenance, is one in which individuals maintain the new behavior. Finally, termination stage
occurs when individuals have no temptation to return to previous behaviors or habits (Appendix
B). Within this model individuals must work through each phase before moving onto the next.
The time spent in each phase varies from person to person and regression from phase to phase is
expected (Prochaska & Velicer, 1997). The cyclic nature of TTM complements the cyclic nature
of ACP, as the stages of change an individual is in may vary depending upon changing
influences affecting healthcare values, beliefs, and goals.
The use of TTM helps to guide interventions based upon the stage of change the
individual is in. For example, for those in precontemplation phase an appropriate intervention
may be providing information about what ACP is and why it is important. Those in preparation
phase, who want to take part in ACP but are not sure how, may benefit from education about the
key components of ACP and resources to facilitate the plan for initial steps. However, those in
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action stage who are already familiar with ACP and its key component would more positively
benefit from resources assisting them to complete key components of ACP such as an easy to
read advance directive document.

Use of TTM has been utilized in current ACP research as a means of developing, testing,
and measuring interventions (Ernecoff et al., 2016; Fried, et al., 2010; Sudore et al., 2017b). The
PREPARE design captures the needs of patients in differing stages of change. The tool breaks
the ACP process down into steps allowing patients at differing stages of change to select the step
most appropriate for them. Steps can be repeated or skipped, reflective of the regressive and
cyclical nature of both APC and TTM.
Methods
Goals, Objectives and Expected Outcomes
The overarching goal of this project was to improve the uptake of advance care planning
of adults 30 years of age and older within the project site. In order to achieve this goal the
following objectives were set (Table 1).
Table 1
Project Goals, Objectives and Expected Outcomes
Goal

Objective

Expected Outcome

Improve staff ACP knowledge

Developed a staff education

80% of site clinical staff

and self-efficacy

session that provided the ACP

would complete a 30 minute

education information and

education session presented by

introduction of PREPARE

the DNP student

website;
Provided an on-site 30-minute

17

IMPROVING ADVANCE CARE PLANNING
education session to small
groups of clinical staff
Increase the frequency of ACP Created and implemented a

50% increase in the frequency

discussions between providers

new standard practice for ACP of ACP CPT codes pre/post

and patients

to be completed during all

intervention

annual physical exams and
Medicare wellness visit
Increase patient ACP
engagement

1. Eligible patients were
contacted by email, to

number of advance care

inform them ACP would

planning documents on

be discussed at their

file within EMR

upcoming visit. The email

2. Statistically significant

provided basic ACP

increase in difference

education and introduction

between pre and post

PREPARE website.

intervention ACP

2. Administered ACP
Engagement survey before
and after practice
intervention

Project Design

1. 25% increase in the

Engagement survey scores
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This project was a quality improvement (QI) project consisting of a staff educational
intervention and two practice interventions. The study utilized a one group pretest and posttest
design.
Project Site and Population
The project was conducted within a nurse practitioner owned and operated family
practice in New Hampshire. The local area is predominantly white and English speaking, with a
median age of 46 (US Census Bureau, 2018). Roughly 11% of people live below the poverty
line, which is nearly one and a half times the state poverty rate (US Census Bureau, 2018).
The project site was comprised of five full time Family Nurse Practitioners, six Certified
Medical Assistants, and additional non-clinical support staff. The practice served roughly 3000
patients from birth through end of life. The site provided radiology, laboratory, walk-in clinic,
and in-house drug and alcohol counselor services and had recently been certified as a Level III
Patient Centered Medical Home.
Eligible participants were all adults 30 and over, scheduled for annual physical exams or
Medicare wellness visits. The projected number of participants was 50, an initial recruitment of
91 participants was completed.
Implementation
Pre-Intervention
Pre-intervention data collection was completed by the DNP student. Through reports
available through site EMR the following aggregated and de-identified data was collected for the
time frame three months prior to planned intervention initiation up to time of project initiation:
the number of encounters with CPT 99497 or 99498 submitted.
Education Intervention
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The project began with completion of an ACP staff education session. A PowerPoint
presentation developed and presented by the DNP student was utilized to provide informational
content about what ACP is and the key components it includes. The session also included
introduction of the PREPARE website to further educate staff and also familiarize them with the
tool. This intervention addressed research that finds clinicians’ lack of ACP knowledge and
resources is a barrier to ACP uptake within primary care settings (Abu Al Hamayel et al., 2019;
Howard et al., 2018; Risk et al., 2019; Solis et al., 2018). Individuals and/or small groups of
nurse practitioners, clinical staff, nurse practitioner and physician assistant students were
presented the education session during normal business hours on one occasion.
Practice Intervention
The first step of the practice intervention was a review of site provider appointment
schedules to determine eligible project participants. Eligible participants were adults age 30 and
over, scheduled for annual physical exams or Medicare wellness visits. Of the eligible ninety-one
patients, 50 agreed to participate, meeting the projected goal. The practice intervention took
place from October 20, 2020 through November 13, 2020.
Participants with email addresses on file were sent an electronic letter explaining the
project (Appendix C). Included in the letter was a brief introduction of advance care planning, a
hyperlink to the PREPARE website, and hyperlink to the pre-intervention 9 item Advance Care
Planning Engagement Survey created without Google Drive. Emails were sent out one to three
weeks prior to the patients’ scheduled visit. This step provided basic ACP patient education as
well as provided time for patients to begin considering their values and goals, a key component
of ACP (Holland et al., 2017; Sudore et al., 2017a). Furthermore, providing initial patient
education prior to the visit can maximize the use of clinicians’ time, a known ACP barrier
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(Howard et al., 2018; Solis et al., 2018). Eligible patients without email addresses on file, or
those who were added onto the provider schedule outside less than one week prior to the visit
were invited to participate and complete the pre-intervention survey by the DNP student and/or
provider at the time of their visit.
The final step of the practice intervention took place in person on the day of the patient
visit. Upon completion of typical room procedures the DNP student asked eligible patients who
have not already done so to complete the 9 item Advance Care Planning Engagement Survey
(Sudore et al., 2017b), which served as the pre-intervention baseline. The DNP student then
provided patients with a tablet allowing access to the PREPARE website and a printed copy of
the Easy-To-Read Advance Directive. Patients introduced to the PREPARE website and the
Advance Directive documents by the DNP student. This intervention took place either while
waiting for the provider to conduct the scheduled visit or immediately following the visit. No
minimum level of participant participation was required. Providers were encouraged to address
ACP with patients during the encounter and charge utilizing the appropriate CPT billing codes if
applicable, but no specific conversation points were required.
Participants received an email three to four weeks after the intervention, with a link to
complete the 9 item Advance Care Planning Engagement Survey, serving as the postintervention assessment. The time between the intervention and the post intervention survey
provided opportunity for patients to consider the ACP information and conversations from the
intervention, utilization the PREPARE website, and conduct key components of the ACP process
(Sudore et al., 2017a).
Measurement Instruments
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This project contained three measurable outcomes: percentage of staff participation in
educational intervention, number of encounters with ACP billing codes, and mean score of the 9item Advanced Care Planning Engagement Survey (ACPES), an instrument used to measure
patient level of ACP engagement (Appendix E). ACPES developed by Sudore et al. (2017b), is
an abbreviated version of the original 82 question survey used to assess patient level of
engagement within four domains of advanced care planning (health care proxy, values/quality of
life, leeway in surrogate decision making, and asking providers questions) (Sudore et al., 2017b).
While the original tool focuses on four behavioral change constructs of knowledge,
contemplation, self-efficacy, and readiness, the 9-item survey is narrowed to self-efficacy and
readiness. Despite the reduction the survey captures information on key components of
consideration of values and selection of healthcare proxy. Like the original survey, the 9-item
survey was rigorously tested; the internal consistency of the 9 items remains strong with
Cronbach's α=.89 (Sudore et al., 2017b).
Data Collection and Analysis
Pre intervention data collection was completed by the DNP student and site practice
manager. Through reports available through site EMR the number of encounters with CPT 99497
or 99498 submitted were counted. The 9-item Advance Care Planning Engagement Survey was
administered pre and post intervention by emailing patients a hyperlink to complete the survey
online, in person prior to the intervention, and also administered by the DNP student to
participants over the phone. Upon completion of the intervention the DNP student and site
practice manager again utilized EMR reports to obtain practice wide post intervention values of
ACP CPT coded encounters.
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The number of ACP CPT code frequency was measured three months pre and post
intervention was analyzed noting change in frequency and corresponding percentage of change.
The mean difference in pre and post intervention Advance Care Planning Engagement Survey
scores was analyzed with a paired t-test through use of Excel software.
Cost-benefit Analysis/Budget
There were no costs to the practice during the implementation of this project. The DNP
student incurred a cost of a $50.00 gift card that served as a raffle prize eligible to participants
who completed the post intervention survey. There was no evidence of savings incidentally
through emails serving as patient reminders of upcoming appointments, potentially reducing noshow rates. Further long-term savings maybe have been found through reduced healthcare
expenses at end of life, though these savings were not within the scope of this project to
monetize.
Ethical Considerations/Protection of Human Subjects
The University of Massachusetts, Amherst (UMass) Internal Review Board (IRB)
approval was obtained prior to initiating the DNP project (Appendix G). Eligible participants
were advised participation was voluntary. Participant health information was protected as per
the Health Insurance Portability and Accountability Act of 1996 (HIPAA). All information
collected as part of evaluating the impact of this project was collected from participants without
any additional identifying information. Confidentiality was maintained by utilizing coding
identifiers for all participants. Data regarding patient coding identifiers was stored electronically
in the DNP student’s password protected computer and/or in locked cabinets accessed only by
the DNP student. The risks to participants of this project were no different from risks of patients
receiving standard advance care planning.
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Results
This quality improvement project focused on improving the frequency and efficacy of
advance care planning within a nurse practitioner owned and operated family practice office in

western New Hampshire between October 2020 and January 2021. Outcomes measures of 80%
staff participation, 50% increase in ACP CPT codes, 25% increase in ACP documentation were
unmet by this project, while results did meet the outcome of a statistically significant increase in
ACP Engagement Survey mean scores.
The site staff was comprised of 5 nurse practitioners, and 6 medicals assistants/certified
nursing assistants. Tally of the number of staff who took part in the ACP education session
found 3 of 5 providers, 1 of 6 clinical support staff, and 2 nurse practitioner students participated
(Table 2). Given the nurse practitioner students are not staff of the practice, they were not
included in this measurement. Therefore, a staff participation rate of 36.4% was achieved.
Table 2
Staff Education Intervention Participants
Number of staff

Number of staff
who participated

Percentage of staff
who participated

Number of NP

5

3

60%

Number of MA/CNA

6

1

16.6%

Total

11

4

36.4%

Electronic medical record reports capturing frequency of ACT CPT codes, 99497 or
99498 found no use of these codes 3 months before or after the intervention. Therefore, there
was no rate of change.
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Patient participants who took part in the practice interventions were adults age 30 and
over scheduled for annual physical exams or Medicare Wellness exams during the project

timeframe. A total of 50 participants took part in the intervention, 20 (40%) of those completed
post-intervention surveys. Table 3 demonstrates the statistical findings of the one sample paired t
test to examine mean ACPES scores difference before and after the intervention.
Table 3
Advanced Care Planning Engagement Survey (ACPES) Scores
Mean

n

Standard

Paired t

df

Significance (p)

2.09

19 .02

deviation
Before intervention

3.66

20 0.94

After intervention

4.08

20 0.68

The pre intervention mean ACPES score was 3.66, with standard deviation of 0.94. The
post intervention mean ACPES score was 4.08, with standard deviation of 0.68. There is
statistically significant improvement (p=.02) at the .05 level indicating that the practice
intervention increased patient Advance Care Planning Engagement Survey scores. This suggests
the project interventions enhanced patient engagement in the ACP process.
Qualitative participant comments obtained on the post intervention survey were
predominantly positive. Comments included noting the benefit and importance of ACP, the ease
of comprehension of the easy-to-read advance directive document, and thoroughness of the
PREPARE tool. Two participants noted they were actively working through the ACP process at
home with family members, though another mentioned not thinking about ACP again since
participating in the intervention. Several patients did mention lack of home computer or internet
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access as a barrier to use of the PREPARE tool. Providing a self-addressed return envelope as a
method to increase return of ACP documents to the practice was suggested as a future project
improvement.
Discussion
The ongoing worldwide pandemic underscores the importance of ACP discussions for
patients of all ages. This multilevel quality improvement project aimed to increase both the
frequency in which ACP discussions occurred and the efficacy of such conversations. In terms
of ACP frequency, the structure of the project intervention yielded more patients receiving ACP
education than the site standard of care. However, the intervention yielded no impact on the
outcome measure of number of visits coded with ACP CPT codes. Both pre and post intervention
tallies found no ACP CPT codes utilized. Coding was addressed during the staff education
intervention with several providers expressing they were unaware ACP CPT codes existed and
also questioning if they could actually meet the requirements to use them. The lack of change in
this outcome may indeed have been due to the fact that proper coding with CPT 99497 requires a
minimum of 30 minutes of time be spent discussing ACP, and CPT 99498 requires an additional
15 minutes beyond the initial 30. The project site visits were typically 30-45 minutes, which if
coded properly, would leave very little if any remaining time for other activities during the visit,
as noted by site providers. This echoes literature findings that lack of time is the number one
barrier to ACP discussions (Howard et al., 2018; Solis et al., 2018). This measurement outcome
may be more meaningful in settings where ACP CPT codes are currently in use, or for
interventions capturing visits in which ACP in the main focus.
Literature suggests providing patients ACP education prior to visits may help reduce the
patient and provider barrier of time (Abu Al Hamayel et al., 2019; Lum et al., 2018; Solis et al.,
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2018; Sudore et al., 2017c). This project attempted to do so by introducing basic ACP education
via email invitation. Only one participant responded to the emailed invitation to complete the pre
intervention survey, which may indicate the emails were not received, read, or impactful.
Similarly, even intervention participants who agreed to complete the post intervention survey
through emailed hyperlink often did not, and instead were contacted by phone to do so. This
may be a characteristic of a small rather homogeneous sample, but may also suggest a need for a
more effective method of connecting with patients. Future projects may benefit from utilizing
other means of introducing ACP education and discussions, such as phone calls, mailed letters,
patient communication portals, or in person invitation at preceding appointments.
In another point related to time, wait times were an unintended enabler of ACP for this
project. Interactions in which there were long wait times before the scheduled visit tended to
yield longer conversations regarding ACP, description of the PREPARE website and/or review
of the easy-to-read advance directive form between DNP student and patient. While this project
did not evaluate the correlation between length of time of practice intervention and ACPES
scores, it is reasonable to suspect those spending more time exposed to ACP concepts would be
more engaged in the ACP process. The project site and others may benefit from providing ACP
educational content, such as PREPARE handouts or access to the PREPARE website, to patients
during wait times that are otherwise unused.
Patient engagement in ACP, as measured by the 9-item ACPES, did increase significantly
as a result of this QI project. Mean ACPES scores increased from 3.66 (SD=0.94) to 4.08
(SD=0.68). These results echo similar findings of studies utilizing PREPARE within the
literature (Lum et al., 2018.) Post intervention qualitative themes suggest patients found the
intervention beneficial, eye opening, helpful, and easy to comprehend. Though lack of internet
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access or computer resources was a barrier also noted by participants. The PREPARE tool,
which utilized the TTM as it’s framework allowed patients to engage in as much or little ACP
education and action as they were comfortable. The ability to select or bypass content on the
tool allowed patients at any stage of change to find meaningful use.
Literature supports a multilevel approach to addressing poor ACP uptake (Jimenez et al.,
2018; Myers et al., 2018; Risk et al., 2019; Solis et al., 2018) at the patient, provider, and
systems levels. This project attempted to address the provider barrier of lack of ACP knowledge
through a staff education intervention with an expected outcome of 80% participation rate. The
staff participation rate of only 36% fell short of the projected goal. One reason for the limited
staff involvement was likely the single offering of the intervention. Literature suggests
educational interventions directed at patients and providers on multiple occasions was found to
be more impactful than single audience, one-time interventions (Jimenez et al., 2018), future
projects could benefit from multiple iterations ideally at times in which patients are not being
seen, in order to increase level of participation.
Furthermore, while this project included differing interventions aimed at both staff and
patients it did not address any systems level ACP barriers. Literature suggests a multilevel
approach targeting multiple ACP barriers, including systems level barriers, is more effective than
singularly focused interventions (Holland et al., 2017; Lum et al., 2018; Sudore et al., 2017c). A
systems level barrier noted by staff and the DNP student was lack of standard manner of
documenting ACP education and filing of ACP documents within the EMR. This prohibited the
ability to utilize the number of advance directive documents as a project outcome measure, a
relevant measure of patient engagement. Future projects may wish to include an even broader
multilevel approach when crafting interventions.
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The presence the ongoing COVID-19 pandemic served as both barrier and enabler to this
project. Staff members working from home limited the number of staff available to take part in
the education intervention as well as the number of eligible in office patient visits. The ongoing
health crisis did serve as real time example of the importance of ACP discussions and may have
impacted both provider and patient engagement in the project.
Conclusion
Advance care planning has long been shown to improve outcomes for patients, families,
and the healthcare system. A wide variety of barriers impede the uptake of ACP and this project
attempted a multilevel intervention approach to improve the frequency and efficacy of ACP
discussions. Results revealed no impact on the use of ACP CPT codes but showed a significant
improvement in ACP patient engagement scores. Ongoing staff and patient education may
continue to increase ACP frequency and efficacy in the future. A systems level intervention
stream lining the documentation of ACP discussions and better tracking advance directive
documents within the EMR may allow for alternate metrics in ACP frequency and engagement.
Healthcare providers must continue to normalize the importance and relevance of ACP in order
to maximize the untapped benefits of ACP on patients, families, and the healthcare system
communities.
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Conceptual Framework
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Appendix C
Participant Letter Template
(Site Letterhead)

Dear ___(patient name)____________________________,
Our records indicate you are scheduled for an annual physical/ Medicare Wellness exam on
______(Date, time, location) ________________________.
During this visit we would like to take time to discuss advance care planning.
Advance care planning is the process of making decisions about the type of healthcare you want
to receive if you are unable to speak for yourself. The recent events associated with the COVID19 pandemic have shown that it is essential you consider your health wishes no matter how old
or young, healthy or ill you are. Advance care planning helps you decide and communicate the
type of healthcare you want receive.
Advance care planning includes:
o Identifying your healthcare values, preferences, and goals
o Choosing someone to speak for you if you aren’t able to speak for yourself
o Discussing your values and preferences with your loved ones and care providers
o Documenting healthcare wishes by completing advanced directives
In an effort to assist our patients we are utilizing PREPARE for your care , a step-by-step
program that can help guide you through the advance care planning process.
We encourage you to review the PREPARE pamphlet we’ve included with this letter and view
the website at https://prepareforyourcare.org . We look forward to answering your questions and
discussing advance care planning with you at your upcoming visit!
Should you have questions or concerns before your visit, or if you need to reschedule your
appointment please call us at 603-863-7777.
Thank you,
Keady Family Practice
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Appendix E
Budget Table
Items

Estimated cost

Staff compensation (hourly rate for nonsalaried staff)
Staff compensation for assistance with
EMR utilization

140.00
140.00
Total $240.00
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Appendix F
Timeline

Staff
Education
Intervention
PreIntervention
Data
collection
Mailings
Preparation
Practice
Intervention
Post
intervention
survey
completion
Post
interventions
data
collection
Data analysis

Sept
2020
x

Oct
2020

Nov
2020

x

x

x

x

x

x

x

x

Dec
2020

Jan
2021

Feb
2021

x

x

x

Mar
2021

x

x

x

x
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Human Subjects Determination
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